The defining difference between genetic and traditional medicine is that genetic findings have implications not just for the patient, but also for their relatives. Discussion of a test result between parent and child is both a transformative and a translational moment in the life of a family. Parents report wanting help in talking to their children. The challenge for genetic counselors and other providers is to be able to recognize which issues are at the core of parental distress and be able to offer recommendations to empower and support parents. The complexity of potential genetic findings, including variants of uncertain significance (VUS) and incidental findings have vastly increased, requiring considerable explanation and leaving less time for discussion of emotional issues. While the nature of the testing (single gene to multigene panel and genomic testing) is dramatically changing, the nature of parent concerns remains remarkably constant. Families differ in many respects, so no Brecipe^suffices to answer parents' questions about how this important task should be approached in each family. Successful consultation to parents requires true counseling, matching parents' fears and questions with information, exploration and advice specific to their concerns, their circumstances and strengths.
Introduction
The defining difference between genetic and traditional medicine is that in genetic medicine the findings have implications not just for patients, but also for their relatives (Dheensa et al. 2016) . Patients tested for hereditary cancer genes cite concerns about their children's risks as a primary motivation for testing (Clark et al. 2000; Denayer et al. 2009 ). Indeed, discussion of a test result between parent and child is both a transformative and a translational moment in the life of a family. The information conveyed brings another generation into awareness of the level of hereditary risk not just for the informed individuals but also for the members of future generations. Depending on the age of the children, these discussions may begin a transfer of responsibility to the informed children for appropriately personalizing their future screening practices and medical care.
Research has defined factors predictive of communication or non-communication of genetic test results within families (Costalas et al. 2003; Himes et al. 2016 , Evans et al. 2015 . Parents report wanting help in talking to their young children (Peshkin et al. 2010; Tercyak et al. 2007 ) and recognize the importance of these discussions. Unfortunately, few relevant resources are available for parents.
Given the increased time needed for genetic counselors to discuss the multiple genes involved in panel tests or genomic sequencing results (Weitzel et al. 2011) , there is often little time to discuss issues like family communication. This may leave even more parents with significant concern about if and how they should talk to their minor and young adult children about their genetic test result. Even experienced counselors find it helpful to refer patients to a psychologist for more extensive discussion about family-centered issues when it is clear the parents are uncomfortable talking about genetic topics with their children (Patenaude et al. 2013a) . However, few psychologists are trained in supporting families with issues related to hereditary cancer. Currently, little helpful advice is available for psychologists, genetic counselors and other genetics providers who care for families dealing with hereditary cancer. Hopefully, this will change with the increasing integration of genetics into mainstream clinical medicine. In this paper, we review the counseling concerns which parents have brought to a cancer genetics program psychologist in an effort to reduce their anxiety in talking to their children about a positive gene test result which indicates predisposition to adultonset cancers or inconclusive results. We also review potential issues which genetic counselors may wish to discuss with parents in order to help them anticipate their children's questions and reactions during and after disclosure. Exploration of these topics should also be of use to medical, psychological and genetics professionals. Our need to address these parental challenges will only grow in importance as more people are tested and the test results become more complex. Parents will strive to do a good job in this difficult task and are likely to turn to genetic professionals and the psychologists who work with them to help them plan an approach for sharing the results with their children and to improve their sense of competence to fulfill this relatively new family responsibility. A review of issues arising over many consultation sessions with a cancer genetics program psychologist illustrates the need to define which of the many potential contributing issues are at the core of parental distress and to select topics to raise with parents which will be both empowering and supportive.
There are many difficult things (illness, death of a person or pet, terrorism) which parents, even of quite young children, find they have to explain to their children. At one level, it is interesting to consider how difficult so many parents find the task of conveying a parental genetic test result. However, in applying attachment theory (Bowlby 1980) , it becomes easy to see that this conversation between parent and child, which is immediately about the parent's test result, is ultimately about the well-being of the parent, the child and future generations and also about the continuity of the parent-child relationship. As such, it evokes many potential levels of threat. Bowlby views attachment as an evolutionary pattern conducive to survival. Threat to the attachment arouses anxiety. Actual loss of the relationship arouses sorrow and both the threat and the actual loss may elicit anger on the part of the remaining individual. It is easy to see how all of these emotions can become intermingled in the parent-child discussion of inherited cancer risk and genetic test results. It is also easy to see that there may be strong pulls to psychologically defend oneself, i.e. to not remember some of what is presented in order to reduce the threat, which is why future follow-up discussions are so important (Kenen et al. 2004 ). All homeostatic systems aim for resolution and, so, too, does the parent who aims to recover the closeness to their child, to soothe the child's and their own anxieties about the implications of this news, and to again feel empowered and competent to lead the child forward in life. For these reasons, parents who find the prospect of such conversations daunting should be encouraged to talk more extensively with their genetic counselors or, if available, to come for psychological consultation about how to traverse this challenging path.
As in any psychological consultation, it is critical that the patient defines the focus of their concerns, but it may also be helpful if the psychologist or genetic counselor has a template in mind of potential issues which may be important to discuss in the context of patient concerns. While the nature of the testing (single gene to multigene panel and genomic testing) is dramatically changing, the nature of parent concerns remains remarkably constant, though varied according to their family circumstance and individual and interpersonal dynamics.
In this article, we focus on two major areas of questions that parents have: I. Should they tell their children? and II. How to tell their children. In Part I, we explore the risks and benefits of telling versus not telling and discuss parental fears around disclosure. In Part II, we offer strategies and suggestions for how parents can share their test results with their children.
Telling, Yes or No?
A critical part of the consultation is establishing where the parent or parents are with their concerns about telling their children. Some parents come hoping the psychologist will tell them this discussion can be postponed for several years. Others have a date in mind (i.e. during a school break or during a holiday or summer vacation visit with older children who live away much of the time), or when a child reaches a particular age or after a specific event. Some parents eagerly look forward to relieving themselves of what may have come to feel like a secret they are protecting, but they just unsure of how to proceed.
Do I Have to Tell my Children?
Among parents who have participated in research on family communication, the data show the majority have told their children, even quite young children, their genetic test result, often within a month or less after parents learned their result (Bradbury et al. 2007; Bradbury et al. 2009; Patenaude et al. 2006; Bradbury et al. 2009; Tercyak et al. 2001; Tercyak et al. 2002) . However, the question of whether it is imperative to share the result with one's children still comes up among some parents, even very scientifically literate, well-educated parents of older children. This is usually a response to strong fear on the part of the parent that there will be adverse outcomes of this revelation, either in terms of upsetting the children or of inciting strong anger and resentment among the children towards the parent about the transmission of hereditary risk. Some parents seek advice from friends or others in making this decision, hoping to find a way to avoid something they seem to know they Bshould^do, but find intolerable to contemplate actually doing.
When parents come to discuss if they Bhave^to tell their children (assuming the children are over about age 10), it is a signal that the parents' fears are indeed very strong and feel incapacitating. Anticipation of the impact of telling their children is likely to have led them to a number of overly-negative expectations. Discussion of their fears often reveals a strong sense of guilt about imposing this information on their children. Careful, respectful questions about why this disclosure feels so hard are necessary, conveying that the counselor or psychologist will not be judgmental about the difficulty these parents are experiencing, but, rather, that he/she can sense how upsetting this is to them. Parents may need reassurance from the professional that they will not try to coerce them to tell or to set deadlines by which they must tell, but, on the contrary, that it is essential that the telling occur only when parents are sufficiently comfortable to be able to do so without the fear and anxiety they are currently expressing. It can be helpful to encourage parents to tell all they can about why and how they find this task, among the many parents discharge, so daunting. It may be helpful to contrast this with other Bhardd iscussions they have had with their children and to discuss their communication style and strategies which have worked successfully in past discussions with their children. This is, in fact, a central tenet of disclosure to children who may know little about genetics, but are experts in reading their parents' feelings. The most important issue is that the parent is able to talk to the child or children about the result and its implications without being extremely upset or worried and that they be ready to deal with the responses their children have, whatever they may be. Younger children are more likely to rely nearly entirely on the affect of the parent in interpreting the seriousness of the discussion. Older children will monitor parental affect but also take in more of the content of the discussion, often focusing on the implication of the information for the future health of their parent. Older children are also likely to ask if and when they can be tested to find out if they are a mutation carrier of a gene predisposing to an adult-onset cancer. Many parents would like their child tested in hopes of discovering that the child is not a carrier, thereby reducing parental guilt about possibly having passed on a deleterious mutation. However, experts who have considered this question now over several decades have concluded that for mutations in adult-onset genes for which there are no risk-reducing interventions recommended to be initiated during childhood, it is preferable that children not be tested until they are legally adults (age 18 in the U.S.). This allows the child the freedom to make their own decision about whether they wish to know their hereditary status, rather than having had the parent make that determination. A recent document from the American Academy of Pediatrics re-states this recommendation (American Academy of Pediatrics Committee on Bioethics, Committee on Genetics and, the American College of Medical Genetics and Genomics Social 2013), with a caveat (which we believe should be applied sparingly) that exceptions be made if, Bdiagnostic uncertainty poses a significant psychological burden.Ŵ hat if I Don't Tell my Children? It may be important also to explore with parents the possible negative consequences of not telling the children the test result. This may include concern that children may lose trust when they later learn about it if they overhear parental discussions of the information (which happens more often than people think). Children may feel isolated, confused, and unsure whether they can talk to anyone about whatever they make of such conversations. By not being given the information directly, children will be deprived of time to integrate the information about familial risk and the comfort of being able to ask parents questions as they arise. It may also be important to discuss possible consequences on parental anxiety and guilt resulting from continuing worry about how and when to inform their children, especially for parents at high potential cancer risk. Differences of opinion about when and how to inform children about the parent's result may lead to tension in the marital relationship.
What are the Benefits of Telling? Parents may find it helpful to review the potential reasons for giving information about a parental genetic test result to a child, at least some of which they may not have considered. These may include:
& The genetic test result and the underlying genetic mutation it represents may help explain why the parent developed a cancer or why they are or will be actively involved in trying to prevent a future cancer. Both children and adults are often very concerned about why a cancer occurred and having an explanation may be useful. & Knowledge that a parent carries a mutation provides an explanation for why the parent is undergoing frequent screenings or having risk-reducing surgeries. This, especially when interpreted for children as having a potentially life-saving benefit, may relieve some of the anxiety which might otherwise occur as the child sees the parent go to frequent medical appointments. & Knowledge that a parent does not carry the familial gene mutation may help a parent and a child feel relieved that they are not at increased risk for certain cancers, despite what might be a significant family history. In many families with strong family histories of cancer, individuals report that from an early age they thought not of Bif^they would get cancer, but, assuming it inevitable, felt it was a matter of Bwhen^they would get cancer (Valverde 2006) . News of a true negative result may also limit the sphere of concern to other at-risk family members in different parts of the family who may be mutation carriers or who are untested. & The risk that a child might overhear a conversation the parent might have about their test result or learn about it casually from another relative who thought they knew about it rather than hearing it directly from the parent may not have occurred to the parent as a concern, but it very upsetting to children when it occurs. This type of accidental disclosure is not infrequent. A further worry is that a child who overhears such a conversation may not let parents know so misconceptions cannot be corrected and fears addressed.
What are the Fears the Parent has about Telling their Child? As with any counseling consultation, there may be many contributing factors, past and present, in the parent's concerns and worries. It is critical that the counselor give the parent an opening to express what they specifically fear in talking to their children and to explore what may be contributing to this concern.
& The Worrier. A remarkable number of parents single out one of their minor or young adult children as being exceptionally anxious or as someone who worries a great deal about health issues. While they can more easily conceive of telling their other children, the parent particularly fears that this discussion will push the child over into a state where the anxiety is difficult to control and it may invade other aspects of the child's well-being, such as their academic performance or social functioning. This child's anxiety is sometimes put forth rather as a shield: BI can't tell this child!^perhaps a hope that they might be advised against telling. The child may be described as having special needs (Bslightly autistic^), extra sensitive (Bcries easily^) or as just recovering from a difficult period, such as a break-up with a boyfriend. This type of perceived vulnerability in a child represents a special challenge to the parent's sense that they can predict the outcome of an encounter with their child about the parent's result and increases their natural desire to shield such a child from additional distress. Parents worry that the outcome will exceed even their worst fears about what the child will internalize or do with the information they provide about hereditary risk and how much it might deepen the child's distress. In this situation, it can be important to distinguish a child who is a worrier from one who is having an acute mental health or behavioral issue (eating disorder, depressive episode or suicidal ideation). In the latter case, if there is no immediate reason the child needs to know the genetic information, it may be best to shelve the discussions until the acute crisis phase has passed. If the child is being treated for their underlying psychological condition, the therapist may be a helpful ally in determining the optimal timing and framing of the result disclosure. & Loss of Innocence: BI didn't have to worry at their age about things like this.^A parent may say, BI got to be more than 50 before I needed to think about these things, but here my children will have to consider them so much earlier. It isn't fair.^Lack of fairness is certainly a hallmark of hereditary illness predisposition and it is easy to agree with parents that testing positive for a cancer susceptibility gene is Bunfair.^However, some discussion may be useful to help parents realize that in families with strong family histories, children, even at quite young ages, have said they worried (often silently) (Bradbury et al. 2012 ) about getting cancer especially when they got to the age at which others in the family were diagnosed. The discussion initiated by the parent about their genetic test result is likely not the first time the child has considered their own risk and it may not be unwelcome. The discussion itself can sometimes free the child to talk more openly about his or her fears of getting cancer themselves. They may even be relieved (and sometimes disbelieving) that they have only a 50/50 chance of inheriting the cancer predisposition and typically well below a 100 % chance of developing cancer, even if he or she inherited the familial gene mutation. & Concern about impact on developing physical maturity and acceptance of bodily changes. Some parents worry discussion of hereditary cancer risks will interfere with adjustment to an adolescent bodily changes or to a healthy development of a young adult's body image. For example, the hesitation of some mothers to discuss, for example, BRCA1/2-related cancer risks is based on their desire not to interfere with their pubertal daughter's adjustment to her changing body. Mothers of daughters who are beginning menstruation and developing breasts fear that their daughters will view these changes negatively and will not accept their mature bodies if the changes correspond in time with learning about potentially heightened breast and ovarian cancer risks. Many members of the general public and especially young girls are aware of Angelina Jolie's bilateral prophylactic mastectomy (Borzekowski et al. 2014; Dean 2015) and prophylactic oophorectomy so, even if the mother does not mention these possible future considerations, mothers fear their daughters will make the association between their test result (if positive) and the potential need to have prophylactic surgeries in the future. Mothers feel torn between the desire to protect their daughters and their fear that the information they convey could be traumatizing. Many young adults seemed encouraged by Angelina Jolie's example and both inquiries about genetic testing and rates of prophylactic surgery increased immediately following her disclosure (Evans et al. 2015; Malcolm et al. 2015) . However, not all young people are similarly inclined. Some report being pressured by parents or friends to have surgeries they do not want after Ms. Jolie's public announcement. It may be threatening to a teen or young adult to think about having this type of major surgery and it may be important to remind them that many at-risk women choose, with blessings from their doctors, not to undergo prophylactic surgery. If the daughter is years away from the age at which surgery might be considered, she can also be reminded that this decision does not have to be made imminently and, for now, can be put on the Bback burner.^Focusing on medical issues which are more timely such as, perhaps, decisions about use of oral contraceptives in light of possible hereditary cancer risk, may be more relevant and may hold greater interest for late teens and young adults. However, when young women do want to learn more about surgical options, they can talk to their genetics, medical and surgical providers about the options available at that point and seek support from informed mental health consultants. & Disrupting an on-going stressful but Bnormal^process, like applying to college or searching for a job. A child who is experiencing stress due to a life process which is intrinsically stressful is viewed by many parents as not in a good place to absorb potentially upsetting news with personal relevance for their future. Parents present the dilemma of what to do in this circumstance -should the child be told, especially if there are compelling reasons to tell other children about the maternal result, or should the information be withheld until the applications are in, the college decision is made or the job secured? Talking through the pressures the parent is feeling may help determine if waiting until the stressor is resolved is the more reasonable option. & Fear of interfering with happy family events: graduation, new job, engagement or marriage or birth of a grandchild. A major family event sometimes triggers parents' decisions to talk to their young adult children about hereditary cancer risk and genetic test results. They may feel a responsibility to inform their children about risks so that the children can share the information with their fiancée, partner or spouse. The usual family discussions about genetics when a grandchild is on the way may push parents to want to talk to their children about their testing and risks to others at such a point. This can prove complicated, however, as the parents may want to take advantage of family members being together, but at the same time, not want to interfere with the happy experience for all involved. Discussing the specifics of the push to tell, the timing of the events and the parent's sense of how the information will be received can often lead to a satisfactory plan specific to the family's needs.
& Anticipated Anger at the Parent. A mother who was considering sequential testing, first for Lynch Syndrome and then, if negative, for Li-Fraumeni Syndrome (LFS), was very anxious about how responsible she would feel should she be found to carry a TP53 mutation for her child's prior sarcoma diagnosis, a classic LFS-related cancer. BI hope I have Lynch syndrome,^she said, as that would focus the discussion on the colorectal and uterine cancer risks and would mean she did not have to confront potentially carrying a mutation she conceived of as Bhaving caused^her child's sarcoma. (The mother did not seem to appreciate that sarcomas are also associated with Lynch syndrome, though not nearly as prominently as they are with LFS.) The child had been angry for many years about having had cancer and had rebuked the parents for being overprotective. The mother was able to put this in perspective, recognizing that it was their caring for her child and the seriousness of the illness involved which had led her and her husband to be more protective of this particular child at some points, though not currently. They knew the child's anger was out of proportion and had dealt with it as such with the child. We suggested to the mother that she might take a similar approach to the anger she anticipated the child might show if she revealed she was a carrier of a potentially causative mutation. After all, she had not purposely chosen to have or potentially to have passed on this mutation and could not be held Bresponsible^for something far out of her control. While biologically the mutation might have been causative of the child's cancer, it was the mother's desire to know how to protect herself and her family optimally which had led to her testing which was an act of caring, not hostility. The anger from her child could be dealt with as she had dealt with the earlier anger about the child's cancer diagnosis, where an element of truth was insufficient to cover misappropriated or out-ofproportion anger, which would have to be confronted psychologically to be understood. The mother felt relieved with this explanation and capable of parenting in this context, should she be found to have LFS. & Worsening anxiety related to illness or recent death of a family member. The death of a relative or the illness of the mother or another relative may arouse a need to tell children about the genetic cancer risk, if this has not previously occurred. Yet, this may be a difficult time for children to hear about hereditary risks. Emotions are raw and the impact of the information is all too evident. The death of a relative from breast cancer has been shown in adult atrisk women to impact illness perception (Samama et al. 2014) . While not ideal, it may be important for some parents who are terminally ill with cancer to feel they have passed on the information during their lifetime to insure their children have information Bto protect themselves^. There are rare cases where a parent does not share their test result with their children but arranges for them to receive the information after their death. We saw a family where the test result was filed with the woman's will along with an explanation of why the mother had not told her young adult children during her lifetime. More common is a circumstance where the result is not available until after the proband has died. Consultation may be valuable in determining when and how to share the information with grieving children.
What Might be Helpful for Parents to Know? Though often unspoken, what parents want to know is that it is possible for children to hear information about hereditary risk without feeling devastated or terribly worried or feeling completely alone. It may be helpful to share with the parents some examples of minor, teen or young adult children who found the discussion about a parental test result and hereditary risk illuminating, offering a reason why there was so much cancer in the family, or encouraging about ways which other family members, themselves included, might avoid cancer or find it at an early, curable stage. One mother who carried a TP53 mutation was very heartened to hear that a young man who had come for similar testing just after being married, with the idea that if he were positive, he would not have children, but later, when he did test positive, changed his mind about not having children and said, BMy life is worthwhile and if my parents had made a similar decision, I would never have been born.^Parents have often worried so much about the discussion with their children that they lose sight of the fact that they themselves may offer positive examples for their children, of carrying a mutation and never having had cancer or of having a mutation and having had cancer and survived and done well. This is not to diminish inherent risks of hereditary cancers at all, but to emphasize that it is possible to integrate and cope with knowledge of such vulnerability and to continue to thrive, be productive and happy. It may also be important to remind parents that they do not need to have all the answers to their children's questions or to feel they have to explain the complicated genetic information perfectly. They can be reassured that they know enough of the important basic genetic facts to hold the initial conversation with their children and that, depending on the age and interest of the child, that they can get further details from the genetics professionals they see or they can direct their children to genetics professionals who can be helpful in providing further, personalized details about the family's risks.
Telling How?
When to Tell? When it is not comfortable for a parent to share the testing information shortly after they learn their result, the question of when to tell may become a challenging one. Children will always want to know later why they were not informed when the parent themselves found out, unless they were clearly much too young at that point to understand the meaning of the testing. Picking a time to inform children when it does not disrupt family events or routines or knowing what the right age is to tell children may be difficult for parents to determine. Another issue may be the relative ages of the children, with some clearly old enough to understand and others only marginally so. Generally, it seems preferable not to pass the secret-keeping burden on to children by telling only some and not others and asking those told not to tell other siblings. However, in some families the age range may be such that it is critical for the older daughters, say, to know so they can begin breast cancer screening at a recommended age. It may be possible to discuss with parents whether a limited explanation might be offered to the younger children at this point, with the older child getting a much more detailed explanation. If this is not reasonable, a short period during which a sibling is asked not to discuss the issue with their brother or sister may be necessary in order to tell both children at an opportune time.
The recommended age for breast cancer screening for BRCA1/2 female mutation carriers of 25 years creates a natural trigger for telling or for having further discussion about hereditary risk with daughters. But how far in advance of age 25 daughters are told may vary according to the psychological coping mechanisms of the daughters and their health information preferences (Williams-Piehota et al. 2005) . Highly anxious daughters of mutation carriers may not want to know their mutation status until a time when, if positive, they can almost immediately take active steps to reduce their risk, including potentially having genetic counseling and testing, planning for screening, beginning investigations into riskreducing mastectomies, etc. This puts off for those whose result is that they are true negatives the years of relief they might have experienced from earlier disclosure of their mutation status. For many others, it seems helpful for young women to have several years in which they are aware of their mother's risk and sometimes even of their own mutation status before (assuming they are BRCA1/2 positive), they need to begin screening. This bit-by-bit approach to coping may be the easiest for these daughters, taking in only little by little the reality of first, their mother's status, then their own decisions about counseling and testing, and, if positive, their having truly increased cancer risk and requiring special screening regimens which differentiate them from their peers. As long as children are well informed about the risks and benefits of result disclosure in advance of age 25, their personal decision should remain the guide to when testing should be initiated.
Other daughters choose an intermediate path, opting to begin breast cancer screening at age 25 but delaying mutation testing until later, sometimes when they have a life partner, are ready to start a family or simply when they decide they are ready to know their mutation status. A recent survey of 18-24-year old daughters of mutation carriers showed them to wanting to receive genetic information, but in digestible, Bnot scary^packets of information (Patenaude et al. 2013b ). This suggests a need for multiple conversations, sometimes over years, where both the specifics of the current risk information and medical access information are discussed, as well as the related emotions and plans for screening.
Other triggers for telling may be a parent's upcoming prophylactic surgery. The test result provides the rationale for telling and the surgery illustrates the parent's taking action, based on the test result, to reduce her risk, offering children a clear picture of the relevance and potential value of the information. Some parents have found creative ways to tell even quite young children about their surgery, with one mother explaining to a toddler, that the prophylactic mastectomy with reconstruction she was having was like the re-stuffing of one of the child's stuffed animals.
Whom to Tell? Some parents who have BRCA1/2 or other breast or ovarian cancer genes have found that telling children who are vastly different in age can be especially challenging. Disclosure may elicit very different responses when some female children are close to age 25 when screening is recommended to begin and other younger children who have many years to consider any actions may not find the genetic information immediately threatening. Daughters close to or at age 25 may feel some urgency to their considerations about their own needs for counseling, testing and/or screening. Separate discussions with their parent may allow them to ask additional questions or express stronger reactions than the child for whom the information has largely abstract current meaning.
Some parents in BRCA-positive families wonder if both boys and girls need to know. Boys are often much less interested in the information, not seeing any immediate impact for themselves even if they were found to be mutation carriers. In other families, it would be unthinkable to tell some siblings and not others, regardless of gender. Some parents ask if girls should be told separately from the boys among their children, as there may, depending on age and personality, discomfort in discussing some of the ramifications of the mother's result among siblings of the opposite sex. Or the initial information about the mother's genetic test might be given to all siblings together, with some continuing or later discussion with the girls alone. In some families, it seems natural for both parents to be present for this discussion though, occasionally, a daughter may not feel so comfortable talking about breasts and ovaries with her father present -or vice verse, the father may feel uncomfortable in such discussions.
When the father carries the mutation, it may be especially hard for him to talk with daughters about cancer risks he does not himself bear. Many fathers feel extremely guilty about passing on risks for breast or ovarian cancer to their daughters (Denayer et al. 2009 ). It can be helpful in many families, for the parent who is not mutation-positive to offer themselves to the children to ask questions they might find awkward asking the carrier parent. Children worried about whether carrying a mutation means the mother will die of cancer might find it difficult to ask her directly and, depending on the personalities of the parents, this difficult subject might be easier to address to their father.
There may be questions of who should be included in the circle to be told. In mixed families, would step-children be excluded if it is not their parent who is mutation-positive? Typically, that would be the case, but the relationship between the half-or step-siblings may be a close one in some families and it may be important that they are not left out of the family conversation.
Parents sometimes have questions about whether to include a son's fiancée or a daughter's serious boyfriend, a cousin or grandparent in the discussion. There is no automatic answer. Like all other parts of these decisions, they depend on the inter-relationships and the comfort level of family members. As this may vary between parents or between children, some prior discussion or negotiation may be helpful to determine in what way are the children's interests best served.
Who Should Lead the Discussion? The parent who tested positive is often the most invested in how the discussion with the children is planned and goes and carriers typically feel it is their information to convey. Some couples, however, determine that the other parent, the non-carrier, may be the most effective communicator on this subject for a variety of possible reasons. This might be because the non-carrier parent is more experienced in discussing medical issues or because he or she is more calm and articulate, or because the parent who tested positive is too ill to lead such a conversation. It would be crucial that both parents agree on who should take the lead in talking to the children, as it would not work if children sensed discomfort about this from the parents. It is important, too, that either parent feel they can chime in or answer a child's questions if they wish, as this should be a discussion, not a lecture. Children's questions are informative about what children want to know and what they are taking away from this initial conversation. The other parent may also have useful suggestions for the parent who is taking the lead. In one family, the carrier parent advised her physician husband not to use the lugubrious voice she said he often assumed with sick friends when talking to the children about her test result.
Parental decisions about test result disclosure are even more challenging for parents who are not currently living together. As one frustrated divorced father said regarding his positive MSH2 result and the 50 % risk for his young son of being a mutation carrier with increased risks for adult-onset colorectal cancer. BMy ex-wife won't believe a word I say, so could you call her to explain it?^Counselors may find themselves in the awkward position of having to mediate between parents who have vastly different opinions about the preferred level of information their child needs and about the value of genetic testing or screening.
Where should the telling occur: Telling happens in some families as a family meeting (often an anathema to teens, they tell us, but expedient) and in others, unexpectedly on a car ride or across a table of scarves while shopping. Sometimes parents' plans are usurped by a child's question. There is no one way that works for all families and probably most important is that the telling occurs in a way that is similar to the way family information of some importance is shared. Even if the wellconceived plans of parents are thwarted by a child raising a question at a different time, as long as the topic is opened to discussion and the child is not frightened by excessive fear expressed by a parent or made to feel the topic is Boff limits,t hen the discussion may be deemed a success. This initial conversation will pave the way for further sharing of information and can empower both generations. Parents can be reassured that it is normal to express some sadness and that a few tears will not typically frighten a child. More important is the message that the parents wanted to share valuable, relevant medical information about themselves and to begin a discussion of how it might be relevant to the child and that they trusted themselves and the child to be able to have that discussion.
Following Up
While parents often initiate a consultation about talking to their child about Bthe^discussion they plan to have, it is important to convey that this initial talk with their children is only the beginning of a long-term, possibly life-long conversation they and the child will have about these issues. Telling parents that they do not need to convey everything they know about their hereditary risks and risks for the children in one setting can be relieving. In fact, it is often preferable to provide the basic information in this initial discussion and invite children to ask what they want to know, encouraging them to ask questions as they think of them.
Parents worry about what their children will take away from the conversation. Asking children to say back in their own words what they think was discussed is one way of finding out if there are major misconceptions. This question can be posed at the end of the first conversation or a few days later, by either parent. Once a little time has passed, parents can ask what their child has been thinking about with regard to what was discussed and if they have additional questions. Understanding what children want to know about what a parent is doing for screening or whether they want to hear about results of medical visits a parent has may help the parent know how much is reassuring for the child to hear. Some children only want to know if there is any new information available. Another point of discussion is about talking to the child's doctor if they are still seeing a pediatrician, for example.
Asking how the child would want the doctor to be informed may be viewed as respectful and empowering.
Even when children become adults, parents remain interested in and concerned about the steps their children are taking with regard to hereditary cancer risk. They may, however, find it more challenging to ask questions of older children, fearful the child may find the questions intrusive. Some children may set boundaries with their parents about the extent of health information they are comfortable sharing with their parents. Many children, however, are glad to have guidance from parents about how to approach genetic counseling or testing or which professionals to see about their own risk.
Conclusions
This overview of issues brought to counseling sessions by parents requesting help in communicating to their children illustrates that, like all family issues, there is complexity, emotional risk and potential richness in the interactions between family members. Parents seem enormously grateful to have someone listen to (and not judge) their concerns and worries, all aimed at helping those closest to them. Counselors can offer guidance and perspectives about this potentially pivotal family event. They can also encourage parents who are feeling very alone in this task to connect with other families with the same syndrome or with children of similar ages who have communicated parental result information. Parents value particularly getting advice from others who have gone through or seen many others navigate these discussion i.e. informing family members of the result, an experience which is still relatively rare even 20 years after the discovery of important cancer predisposition genes. Parents want to know what is Bnormal^in this context and how others have answered children's questions.
It is also clear that these discussions bring up issues of identity for a parent which may be very threatening or confusing (Klitzman 2009 ). Parental obligation, supporting their children, and seeing family as a source of help are part of what is referred to as Bparental familism^ (Sabogal et al. 1987) . Parents who have deleterious, cancer-predisposing mutations fear that their children will see them as presenting the children with destructive, difficult information which represents a deeper transgression, the passing on of a potentially, biologically destructive genetic mutation, with potentially long-lasting, harmful effects. At both the psychological and biological levels, parents fear feeling like bad parents. Having help from well-trained professionals improves the odds that these issues can be addressed prior to the conversation with the children, so parents instead can appreciate their own strengths in being willing to share this difficult information with their children in hopes of keeping the children healthy and informed. Parents should be reassured that the upset or disruption in their relationships with their children that they fear is extremely unlikely and is not what parents typically report having experienced in discussions with their children. Children are most often appreciative of their parents' willingness to share the information. Even if, initially, some find the information a bit upsetting to know, this is almost always a transitory feeling. Some children seem to almost disregard or Bforget^the information soon after disclosure. Secrecy is far more conducive to disruption.
We know that genetic counselors are finding it more challenging to have time for Bcounseling^issues given the increasingly complex informational needs in both pre-and post-test sessions. The complexity of potential genetic findings, especially variants of uncertain significance (VUS) and incidental findings have vastly increased, requiring considerable explanation, leaving less time for other counseling issues (Rainville and Rana 2014; Fecteau et al. 2014 ). This suggests that time for counseling discussions about family communication may diminish going forward, at least in immediately pre-and post-counseling sessions, unless specifically carved out. Follow-up opportunities to discuss the progress of family communication should be encouraged and may occur in the context of visits to other medical or mental health appointments. If parents have strong concerns, it may be best to plan a separate follow-up session or to consider referral to a mental health consultant to help them develop a plan for going forward. Available time to discuss these issues will vary greatly from setting to setting, as will the availability of informed mental health consultants.
Having in mind a compendium of issues may be helpful in anticipating sessions with parents about communication with children. The issues themselves will not diminish, but likely increase as the roles of genetic counselors encompass helping to guide patients through the complexity of genomic sequencing (Offit 2011) .
Discussions about family issues and especially about parent-child communication are ripe with the potential for counselor counter-transference, given that we have all had challenging discussions with family members at one point or another. It is crucial that there be professional peer consultation available for counselors to discuss challenging cases in which it was either not possible to talk as much as the counselor thought was required about family issues or where the discussion of family issues may have been skewed by the counselor's own issues. In either case, if a psychologist consultant is available to whom such cases can be referred, referral may help relieve the growing burden on genetic counselors. However, balance is critical since, for many counselors the most satisfying aspect of their work is the counseling component and the discussion of how to help patients apply what they have learned in their discussions with professionals to their discussions with their children. New models of shared responsibility for the psychological care of genetic counseling patients may need to evolve to insure that both counselors and patients find gratification in their work together. While psycho-educational aids can remind counselors of relevant topics to discuss with parents and can offer parents broad guidance about what children of different ages may be concerned about, families differ in so many ways that no Brecipe^suffices to answer all parents' questions about how this important task should be approached in their family. Successful consultation to parents requires true counseling, a matching of the fears and questions parents have with information, exploration and advice geared to the specific concerns they have, their circumstances and strengths.
Parents will continue to ask for help in talking to their children about their genetic and genomic test results. Professionals aware of the wide range of issues which may arise and skilled in counseling about this issue at the border of family therapy and genetic counseling will be in high demand to provide translational information support for discussions with the next at-risk generation.
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